
Elkin Obstetrics and Gynecology, PLLC 

101 A Eldon Parks Dr. 

Elkin, NC  28621 

 
Duel Provider Patient Care Policy 

 

 
Dear Patient, 

 

We are glad that you have chosen Elkin Obstetrics and  Gynecology for your 

ob and/or gyn health care. We look forward to taking care of you.  Dr. Mark Heiner, MD and   

Melissa Tharpe, Certified Nurse Practitioner, are excellent care providers and consult with each other 

concerning patient care on a daily basis as needed. 

If you are an OB patient, you will be seeing both Dr. Heiner and Melissa Tharpe during the 

course of your pregnancy.  Gyn patients may also alternate providers depending on the need of your 

visit. 

Please feel free to ask any questions that you may have concerning our Duel Provider Patient 

Care Policy and we trust that you will “make yourself at home” in our practice. 

 

Sincerely, 

Management of Elkin Ob/Gyn 

 

 

  

Patient  Signature_________________________________________Date__________ 

  



Elkin Obstetrics and Gynecology                           101 A Eldon Parks Dr.  

                                                                                                                                 Elkin, NC 28621 

            336-835-2283 Fax 336-835-1562 
 

PATIENT INFORMATION 

 

Date________________________________ 
 
Last Name________________________________________________First______________________________________________MI________ 
 
 
Address__________________________________________________________City_________________State___________Zip______________ 
 
 
Home Phone #_______________________________________Cell #_________________________________Work #________________________ 
 
 
Social Security #_________________________________________________________ (not required if payment is made in full today) 
 
Sex_________________ Birth Date ________/_________/________ Marital Status – single / married / divorced / separated / widowed  
 
Race _______________________________________________ Language __________________________________________ 
 
Primary Care Physician__________________________________________ Referring Physician______________________________________ 
 
Email________________________________________________________________Would you like to receive our free quarterly newsletter    Yes    NO 
 
Employer_____________________________________________________________ Occupation_____________________________________ 
 
 
Name of Emergency Contact_____________________________________________________________Phone # ________________________ 
 
If your insurance is in someone’s name other than yourself, we need: 
 
Name of the policy holder____________________________________________________________________Relationship__________________ 
 
Address______________________________________________________________________________________________________________ 
 
Home Phone # ______________________________Work # ___________________________________ 
 
 
Social Security #____________________________________________________________Date of Birth ________________________________ 
 
 
Employer __________________________________________________________________Occupation _________________________________ 
 
 
 
 
The above information is true to the best of my knowledge.  I authorize my insurance benefits be paid directly to the physician. I understand that I am 
financially responsible for any balance.  I also authorize Elkin Obstetrics and Gynecology or my insurance company to release any information required to 
process my claims.  
 
 
 
 
 
Parent/Guardian 
Signature_______________________________________________________________________________Date___________________________ 
 
 

 



Elkin Obstetrics and Gynecology 
 

NOTICE OF PRIVACY PRACTICES 
***This notice describes how your medical information may be used and disclosed.  It further details how you can 

get access to this information. *** 

PLEASE REVIEW IT CAREFULLY 
The notice is provided in 2 parts.  The tri-fold brochure summarizes how we will handle your health information.  This notice provides you 
details regarding our privacy policies and procedures. 

1. How we may use and disclose your health information.  We use your health information for treatment, to get 
reimbursed for treatment, for administrative reasons, and to assess the quality of care that you receive.  Examples of 
how we may use your health information are: sharing treatment history with a provider to whom you are being 
referred or by sharing documentation of procedures to insurance carriers for payment, etc.  Information may be 
disclosed via paper, electronic mail, fax or other means.  If you sign an authorization to release your information now, 
please know that you can later change your decision by notifying us in writing.  

2. Your Rights.  You have the right to review and obtain copies of your health information that we use to make decisions 
regarding your health. Furthermore, you have the right to request a list of particular types of disclosures that we have 
made using your health information.   If you think we have incorrect or incomplete health information, you should 
request we correct our current information and add any information you desire.   

3. Our Legal Duty.  We are required under the Health Information Portability and Accountability Act (HIPPA) to protect 
your health information and provide you this notice about our privacy procedures.  We must follow the procedures 
that are described in our notices and request your acknowledgement of receipt of this notice.  Please be aware that we 
many change our procedures from time to time.  If we make a major change in our privacy procedures, a new notice 
will be posted near our check-in area for your viewing.  You are welcome to request a copy of the current privacy 
policy and procedures at any time.  For details information regarding our privacy policy, please contact the Practice 
Manager listed below.   

4. Privacy Complaints.  If you feel that we have violated your privacy rights, our privacy policies & procedures, or you 
disagree with a decision regarding accessing your health information, please contact the Practice Manager.  You also 
may send a written complaint to the US Department of Health and Human Services.  The Practice Manager can provide 
you with the address upon your request.   
 
Please list any person /persons (other than your physician) that you authorize Elkin Obstetrics and Gynecology to 
release your protected health information to here: 
 

Name: _________________________________________________________________Relationship_________________ 
 
Name: _________________________________________________________________Relationship_________________ 
 
I authorize release of the following info _______Medical ________Financial _________Both Medical & Financial 
Acknowledge of receipt of Privacy Procedures – Please print your name, sign and date below to acknowledge that you have 
received the “Notice of Privacy Policies and Procedures of Elkin Obstetrics and Gynecology, PLLC.”  Please return this signed 
acknowledgement to the receptionist.  
 
Name( Print)_________________________________________________________________ 
 
Signature _____________________________________________________________________Date ________________ 
 
 
 
 
 
 
 

 



 

Elkin Obstetrics and Gynecology                                      Patient History Form 

 

Today’s Date: Date of Birth: Age: 

Last Name: First Name: Middle: 

Vital Signs HT: Wt/BMI: BP: HR: Temp: 
 

When was your last menstrual period (LMP)? _________________________________ 

Chief complaint: What is the main reason for your visit today? (Reason for Visit ) 

 

 

(Staff See Review of Systems) 

ALLERGIES: (History)__________________________________________________________________________________________ 

 

 

 

 

Gynecological (History/Past Med/Gyn History) 

Any problems with your periods?    YES      NO 

 

Explain: 

Have you ever had a sexually transmitted disease? 

 

YES         NO      If yes, what type? 

Are you using birth control?             YES     NO      

 

What type? 

Do you have any questions or concerns about sexual relations? 

 

YES         NO 

When was your last PAP smear? 

 

Where was it done? 

Last mammogram date? (If applicable): 

 

Do you perform monthly breast exams?       YES     NO 

 

Have you ever had an abnormal PAP smear?    YES     NO 

 

 

Any history of sexual abuse / domestic violence?  YES     NO 

(History/Social ) 

 

 

 

Do you exercise on a regular basis? Yes   No   
(History/Social ) 

How many hours do you sleep? ___________ 

 

 

History /Medications (Review Medication with Patient) 
Please list any medications you are currently taking: 

_____________________________________________________________ 

_____________________________________________________________ 

_____________________________________________________________ 

_____________________________________________________________ 

_____________________________________________________________ 

 

 

History/Preg.Birth/Preg History  

Number of pregnancies: 

 

Number of births? Have you ever miscarried?  YES     NO 

If yes, how many? 

Tubal pregnancy? 

Types of deliveries: 

Vaginal # 

Cesarean # 

Any history of preterm labor, gestational 

hypertension (toxemia), gestational 

diabetes?   YES     NO   

Other: 

Family History 
Is there a family history of diabetes, heart disease, 
stroke, high blood pressure, blood clots/DVT, cancer, 

etc? Please list disease and relationship to you: 

__________________________________ 

__________________________________ 

__________________________________ 

__________________________________ 

__________________________________ 

__________________________________ 

Past Medical History Surgical (History/Past Med/Surgical) 
List all medical problems you have had including 

hospitalizations: 

List all surgeries / dates: 

__________________________________ __________________________________ 

__________________________________ __________________________________ 

__________________________________ __________________________________ 

__________________________________ __________________________________ 

__________________________________ __________________________________ 

__________________________________ 

 

__________________________________ 

History /Social 

Marital Status: M / S / D / W 

Occupation: _________________________ 

Do you use tobacco?   YES     NO 

How much? 

Do you drink alcohol? YES     NO 

Do you use drugs?       YES     NO 



Name: _____________________________________________ Review of Body Systems:  Please check all that apply 

  GENERAL 

o Weight gain/loss 

o Loss of appetite 
o Chills 

o Fatigue 

o Fever 

o Malaise 
o Night sweats 

SKIN: 

o Bruising 
o Changes in wart or mole 

o Dryness 

o Sweating 
o Hair growth / Loss 

o Hives 

o Itching 

o New lesions 
o Rash 

EYES/EARS/NOSE/THROAT/NECK: 
o Change in vision 

o Headache/Injury 

o Wear glasses/contacts 
o Double Vision 

o Eye pain 

o Tearing 
o Redness 

o Visual loss 

o Hearing loss 
o Ear pain 

o Ringing in ears 

o Vertigo/dizziness 
o Nose bleeds 

o Nasal congestion 

o Seasonal allergies 
o Bleeding gums 

o Sore throat 

o Voice changes 
o Oral ulcers 

o Lump 

o Neck stiffness 
o Swollen glands 

RESPIRATORY: 
o Cough 

o Shortness of breath 

o Snoring 
o Difficulty breathing 

o Sputum production 

o Bloody sputum 
o Wheezing 

BREAST: 
o Breast lump 

o Pain 
o Swelling 

o Nipple discharge 

o Nipple pain 
o Skin changes 

CARDIOVASCULAR: 

o Chest pain/Pressure 
o Fainting 

o Calf cramps 

o Difficulty breathing with exertion 
o Swelling of extremities 

o Irregular heart rate/palpitations 

o Abnormal BP 

o Difficulty breathing lying down 

o Rapid heart rate 
o Phlebitis 

GASTROINTESTIAL: 

o Diarrhea 

o Excessive gas/bloating 
o Hemorrhoids 

o Abdominal pain 

o Abdominal mass 
o Change in stools 

o Change in bowel habits 

o Constipation 
o Difficulty swallowing 

o Pain with swallowing 

o Food intolerance 
o Nausea 

o Vomiting 

o Blood in vomit 
o Heartburn 

o Indigestion 

o Jaundice 

o Rectal bleeding 
o Incontinence of stool 

GYNECOLOGIC: 

o Vaginal dryness 

o Itching/burning 
o Discharge 

o Absence of menstruation 

o Painful periods 
o Heavy bleeding 

o Bleeding in-between periods 

o Irregular bleeding 
o Pain with intercourse 

o Pelvic pain 

o Vaginal bleeding 
o Pelvic pressure 

o Hernia/bulge 

o PMS symptoms 
o Lesion on vulva 

o Skin changes 

 

OBSTETRICAL: 

o Contractions 
o Bleeding 

o Increased vaginal discharge 

o Cramps 

o Loss of fluid 
o Decreased fetal movement 

URINARY: 

o Blood in urine 
o Pain/burning with urination 

o Change in bladder habits 

o Urethral discharge 
o Frequency 

o Odor 

o Change in color/clarity 
o Retention 

o Incontinence (loss of urine) 

o Flank pain 

o Urgency 
o Urinating at night 

MUSCULOSKELETAL: 
o Leg cramps 

o Back pain 
o Joint pain / redness / swelling / 

stiffness 

o Muscle pain / weakness 
o Swelling of extremities 

NEUROLOGICAL: 

o Numbness 

o Change in gait 
o Memory loss 

o Change in speech 

o Dizziness 
o Nerve pain 

o Headaches 

o Fainting 
o Loss of coordination 

o Loss of sensation 

o Seizures 
o Vertigo 

o Tremor 

o Visual changes 

o Weakness 

PSYCHIATRIC: 
o Anxiety 

o Change in sleep 

o Depression 
o Insomnia 

o Fearful 

o Crying 
o Hallucination 

o Difficulty concentrating 

o Mood changes 
o Panic attacks 

o Suicidal thought / plan 

ENDOCRINE / SEXUAL: 
o Change in appetite 

o Heat  / cold intolerance 

o Excessive thirst 
o Excessive urination 

o Hair changes 

o Hot flashes 
o Change in sex drive 

o Sexual dysfunction 

HEMATOLGOIC (Blood): 

o Excessive or easy bleeding 
o Anemia 

o Blood clots 

o Easy bruising 
o Enlarged lymph nodes 

o Nose bleeds 

 



Elkin Obstetrics and Gynecology, PLLC 

Financial Information 

Our commitment is to provide the very best medical care to our patients while recognizing the need to limit services to only those that are 

necessary for each patient. To meet this commitment, we recognize the need for a definite understanding and agreement concerning our 

patient’s health care and the financial arrangements for that medical care. Your clear understanding of our financial policies is important to 

our professional relationship. Please contact our billing office regarding any questions about our fees, financial policies, or your insurance 

coverage and your responsibilities. 

Professional Fees: Our fees for medical services are comparable to other similarly trained physicians in the community and reflect the 

complexity of your specific needs, the physician time dedicated to your care, the specialized nature of the doctor’s education and training and 

support costs associated with providing and coordinating your care. We will be happy to provide you with detailed fee information at any 

time. 

Patient Payments: Co-pays, deductibles, services not covered by your insurance plan or outstanding balances are due at the time of your 

appointment. If we must bill you for any of these items, a $5.00 billing fee will be added to your account. A $5.00 billing fee will also be 

charged to your account for each statement we send you with unpaid balances over 45 days old. Payments may be made with cash, check, or 

credit card.  Returned checks will be subject to a $20.00 fee. Please let us know if you are having a particular financial problem, we will try 

our best to be understanding. Please feel free to discuss mutually acceptable payment arrangements with our Billing Supervisor. 

Insurance Payments: We participate and accept assignment of payments with most major insurance plans in the area. If you provide us with 

your correct insurance policy information and any needed referral forms, we will file, as a courtesy to you, up to two separate insurance claim 

forms free of charge for each service you receive. A $15.00 fee will be charged for each additional claim form you ask us to submit on your 

behalf. Even though we may submit insurance claims for you, your insurance coverage is a contract between you and your insurer and you 

are still responsible for payment of services regardless of the amount your insurance pays. 

Additional Fees: 

Missed Appointment: Please understand that when you reserve an appointment with one of our physicians we are making a commitment to 

your medical care and this prevents another patient from receiving care at that time. In order to provide all our patients with appropriate 

access to our physicians we may charge a $50.00 fee for any office appointment that is canceled with less than 24 hours notice. 

Medical Forms: The completion of disability forms, attending physician statements, and other supplemental insurance forms, all require 

physician and staff time to complete, accordingly a $20.00 fee will be charged to complete most of these forms. Non-standard forms may be 

higher. 

Collection Agencies: If it becomes necessary to place this account with a third party for collection due to non-payment, the person 

responsible for payment will be charged an additional fee over and above the unpaid portion to cover collection fees. Your signature on this 

page constitutes an agreement to this policy. 

Nurse Visit: Please note that if a patient comes in without an appointment to speak to a nurse, there will be a charge for that visit. 

I have read and agree to the above policies and authorize payment directly to Elkin Obstetrics and Gynecology 

for any surgical or medical benefits, if any, otherwise payable to me for all services rendered. 

 

______________________________________________________  _________________________ 

SIGNATURE OF PERSON RESPONSIBLE FOR ACCOUNT          DATE 

 

 

 

 

Updated 12/16/2008 

 



Elkin Obstetrics and Gynecology 
101 A Eldon Parks Dr. 

Elkin, NC 28621 
 
 

Prescription Pain Medicine Policy 

In an effort to curb the ever increasing problem of prescription drug abuse in our area, Elkin Obstetrics and 

Gynecology has adopted the following policy with regard to the prescribing of narcotic medications. 

 

1. When patients present with acute pain involving obstetrics or gynecology conditions for which the 

physician or provider feels appropriate to administer or prescribe a narcotic medication, the provider 

will do so in very limited quantities.  These quantities will be sufficient to last until the patient can be 

seen at their next appointment.   

2. Patients who have frequent or multiple visits for chronic, painful conditions will be prescribed only non 

narcotic pain medications.  If that is not satisfactory, the patient will be referred to a pain clinic.   

3. Prescriptions for narcotic medications that have been lost, stolen or expired will not be refilled.  Patients 

who have chronic pain will receive non-narcotic pain medications as an interim treatment.  It is every 

patient’s personal responsibility to maintain active prescriptions with his or her specialist.   

4. In the event that the provider chooses to prescribe a narcotic medicine, all patient names will first be 

checked through the State of North Carolina, Controlled Substances Reporting System.  This database 

provide a detailed record of every controlled medicine prescription that the patient has received, thus 

eliminating the dangerous practice of obtaining multiple prescriptions from different providers.   

5. There will be no prescriptions or prescription refills called in after 5:00 pm Monday – Friday, weekends 

or holidays.  Medication prescriptions will only be called into your pharmacy on Monday-Friday 

between the hours of 9:00 am and 5:00 pm  

 

 

 

 
 
 
 
 
 
 
 
 
Elkin Obstetrics and Gynecology  

101 A Eldon Parks Dr., Elkin, NC 28621  835-2283 



(Located  in Claremont Medical Center directly off Claremont Dr. or Parkwood Dr.) 

 

 

336-835-2283 

From Downtown Elkin: North on Bus Hwy 21/North Bridge St. to right on Claremont Dr. Then turn right on Eldon Parks 

Dr. Turn left into Claremont Medical Center parking lot. 

From Hwy 77 heading North:  Exit CC Camp Rd./Hwy 268 Bypass . Turn left toward Lowes Home Center.  Turn right on 

Parkwood toward hospital. Turn 1st right onto Eldon Parks Dr. Drive over the hill and Claremont Medical is on the right. 

From Hwy 77 heading South: Exit onto Hwy 21 Bypass to exit CC Camp Rd./Hwy 268 Bypass . Turn right toward Lowes 

Home Center.  Turn left onto Johnson Ridge Rd. Turn right on Parkwood Dr. toward hospital. Turn 1st right onto Eldon 

Parks Dr. Drive over the hill and Claremont Medical is on the right. 

From Hwy 268 Bypass heading East :  Turn right onto Johnson Ridge Rd. at the Lowes Home Center. Turn right on 

Parkwood Dr. toward hospital. Turn 1st right onto Eldon Parks Dr. Drive over the hill and Claremont Medical is on the 

right. 

From Hwy 268 Bypass heading West:  Turn left onto Johnson Ridge Rd. at the Lowes Home Center. Turn right on 

Parkwood Dr. toward hospital. Turn 1st right onto Eldon Parks Dr. Drive over the hill and Claremont Medical is on the 

right. 

 

Elkin Obstetrics & Gynecology 



Authorization for Release of Medical Information 

 

I, ______________________________________, do hereby consent and authorize 

______________________________________________________________________________ 

to release to Mark Heiner MD, my medical records relating to my identity, diagnosis, prognosis, and treatment, 

including, but not limited to treatment of drug and alcohol related illness, psychiatric treatment, diagnosis 

and/or treatment of HIV illness. I understand the extent or nature of the medical information to be disclosed 

includes: 

______________________________________________________________________________ 

_____________________________________________________________________________. 

Furthermore, I understand that this authorization is revocable by me at any time I provide a written, signed 

notice of the revocation to Elkin Obstetrics & Gynecology except to the extent that any action has been taken on 

this release. Otherwise, this consent will expire one year from the date of signature. 

Special limitations or instructions, if any: ____________________________________________ 

_____________________________________ ____________________________________ 

Signature of Patient          Date          Signature of Witness       Date 

or Legal Representative 

 

Patient SS#: 

Patient Date of Birth: 

Patient Address: 

 

 

 

 

 

Mark D Heiner, MD 

101A Eldon Parks Drive 

Elkin, NC 28621 

Phone: 336-835-2283 

Fax: 336-835-1562 
 

 


